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F 000 | INITIAL COMMENTS

Amended Statement of ‘Deﬁciencies.

Investigation of complaint #29335, #29393, and
#29340 was conducted at Brakebill Nursing
Home, on February 23, 2012 through March 6,
2012. No deficient practices were cited for
complaint #29335 or #29393. Deficient practices
were cited for complaint #29340. Based on
investigation of complaint #29340, the facility was
cited at Immediate Jeopardy.

A partial extended survey was conducted on
March 6, 2012.

The Administrator, Director of Nursing, and Unit
Manager were informed of the Immediate
Jeopardy in the office of the Administrator on
March 5,.2012, at 2:15 p.m.

The Immediate Jeopardy was effective from
January 16, 2012 until March 2, 2012.
Substandard Quality of Care was cited under
F223, F226 and F309. An acceptable Allegation
of Compliance, which removed the immediacy of
the Jeopardy, was received on March 6, 2012
and corrective actions were validated as having
been carrected by March 2, 2012 during on-site
conducted March 6, 2012.

The non-compliance of the Immediate Jeopardy
tags continue at a scope and severity ofa"D"
level for Quality Assurance by monitoring of
corrective actions.

E 223 | 483.13(b), 483.13(b)(1)(i) FREE FROM

F 000

3/15/12

‘ F 223

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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TITLE
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(X8) DATE
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Any deficiency statement ending with an

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes,
plan of correction is provided. For nursing homes,

following the date of survey whether or not a

asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

the findings stated above are disclosable 80 days
the above findings and plans of correction are disclosable 14

days following the date these documents are made availatle to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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s8=J | ABUSE/INVOLUNTARY SECLUSION l What corrective action will be accomplished for
S ) | the resident found to have been affected by the
| The resident has the right to be free from verbal, \ deficient practice that facility failed to ensure that
sexual, physical, and mental abuse, corporal resident #5 was not protected from abuse?
punishment, and involuntary seclusion. \
Unable to do immediate corrective action as

The facjlity must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seclusion.

by:

Ba‘sed on medical record review, facility policy
review, review of literature on pacemaker
devices, review of facility documents, and

from abuse.

serious harm, injury, impairment, or death to

resident #5 as a result of Licensed Practical
| resident #5 who had an implanted cardiac
pacemaker while resident #5 was alive. The

\for resident #5.

i The Administrator, Director of Nursing, and Unit
| Manager were informed of the immediate

| Jeopardy in the office of the Administrator on
1March 5,2012, at 2:15 p.m.

| The findings included:

55 Resident #5 was admitted t0 the facility on

This REQUIREMENT is not met as evidenced

interview, the facility failed to ensure one resident
(#5) of sixteen résidents reviewed was protected

The facility's failure caused or was likely to cause

Nurse (LPN) #1 placing @ magnet on the chest of

l'piacing of the magnet could inhibit the pacemaker
| from functioning increasing the likelihood of death

resident had expired on 10/27/11 Terminal
diagnosis.

How the facility will identity other residents
having the potential to pe affected by the deficient
practice that resident was not protected from
abuse? '

: \ All current residents with a pacemaker were
identified by the DON and Quality Nurse and
charts were reviewed for type of pacemaker and
frequency of required checks completed on
2/29/12. A policy and procedure for pacemaker
checks was developed on 2/29/12 by the Quality
Nurse, Medical Director and input from the
Telerhythmics representative (attached
policy!procedure). Staff was educated on this
policy and procedure on 3/13/12. '

1

|
|
\ What measures will be put in place to ensure that
\ the deficient practice does not recur?

| .All pacemaker check boxes will be locked and

l secured in the unit mediation cabinet. The DON
! and the two unit managers wilf maintain
\-, possession of the key to this room at all times.
". Patients scheduled pacemaker checks are
| 1 performed on day shift Monday through Friday
\ l| only. The Nurse performing will notify the DON or
i l Unit Managers to obtain pacemakers check device
] | _and sign out on pacemaker log.
l dsignouton B ——

1

s N e

| I
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| January 17, 2044 with diagnoses to include
Cardiac Dysrhythmia with Pacemaker Implant,

Chronic Pain.

dated October 14, 2011, revealed the resident
was rarely able to understand others; was
sometimes able to make self understood; had
short and long term memory deficits; had

two person assistance for bed mobility and
{ransfers; was non-ambulatory; required two

and was incontinent of bowel and bladder.

Medical record review of the results from the
cardiac pacemaker monitoring company, dated
May 26, 2011 and August 25, 2011, revealed

\ February 5, 201 0...Diagnosis: SSS (Sick Sinus

'1 Medical record review of the recapitulation
Physician Orders, dated October 1- 31, 2011,

| and the order was to pe continued.

| -

| Medical record review of the Medication

| Administration Record, dated October 1 - 31,
| 2011, revealed the resident was identified as
] DNR status.

i

Atrial Fibrillation, Chronic Anticoagulant Therapy,
Hypertension, Hyperlipidemia, Anemia, Chronic
Obstructive Pulmonary Disease, Depression, and

Medical record review of the Minimum Data Set,

severely impaired decision making skills; required

person assistance for all activities of daily living;

v Pacemaker: Medtronic, Inc. VERSA VEDRO1
(specific type of device implanted)....mplant date:

Syndrome - @ malfunction of the heart's primary
| pacemaker causing an abnormal heart rythm)..”

| revealed the resident was initially ordered to bea
1"DNR" (Do Not Resuscitate) on January 17, 2011

|
|
|

F 223! checks will be done before check procedure and

|
|
I

The validation of 2 physicfa}l order for pacemaker

documented on the Iog by the DON and/or unit
managers o return and secure pacemaker check
box. This process was implemented on 3/13/12.
All dayshift licensed nurses and unit coordinators
will be trained regarding pacemaker check skills
by the DON and DON will verify all staff for
competency as pacemakers check are done. As
orders for frequency of pacemakers checks are
usually ordered on @ 3.6 month basis by the
Physicians from 3/42/12 to this date, there have
been no scheduled pacemaker checks. The DON
has a master list of all residents who require
pacemaker checks with scheduled dates. Unit
mangers will be trained on pacemaker checks by
the DON on the next scheduled resident
pacemaker check date. The DON was validated
competent in this skill and education regarding
the revised pacemaker policy by the Medical
Director; Dr. Pearman on 4/12/12. The Director of
nursing inserviced the Unity Managers on the new
policy and procedure for pacemaker checks on
3/12/12. All staff training regarding pacemaker
check skills and policy were completed 3/13/12.
All new licensed hires will have training by the
| DON prior to performing checks evidenced by
! competency skills check list. The DON and Unit
Mangers will maintain a master list of all trained
| licensed staff and update as needed with any new
l hires. A licensed nurse who is not identified on

'1 the master list will not be allowed to perform this
l skill. Training for these individuals will be
scheduled with date of resident’s next scheduled
1 pacemaker check. Pacemaker check-log will also
include verification of the physician order by DON

| and licensed staff member. 3013 |12

-
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: After pacernaker check completed the care;;fan
F 22 l_
> 1 Cont'tnued From page 3 £ 223! will be updated to reflect date of pacemaker | 13|
Medical record review of the Physician's Order, \ check. This will also be documented in the 1a.
dated October 18, 2011, no time noted, revealed nurse’s notes.
i

" _have POA (Power of Attorney) sign Advance
Directive (POST - Physician's Order for Scope of
Treatment) for CMO (Comfort Measures Only)..."
| Medical record review of the Physician's Order,
dated October 19, 2011, no time noted, revealed
" Make pt (patient) CMO DNR...no labs, no
| x-rays, no IV's (intravenous fluids), no antibiotics,
no TF (tube feeding)..." |

Medical record review of the Clinical Record
Nurse's Notes revealed the following sequential
notes: October 22, 2014, at 2:30 a.m. - " _resting
comfortable..."; October 23, 2011, at4:00a.m. -

“ _resting...periods of apnea (not breathing for
brief periods)...c‘omfortable..."; October 23, 2011,
3:00 p.m. to 11:00 p.m. (shift) - » . resting

| quietly...periods of apnea noted..."; October 24,
2011, at 2:30a.m. - " resting...periods of apnea
! noted..."; October 27, 2011, at 1:40p.m. =

| "Resident ¢/ (with) no respirations or pulse.

\ Pronounced death"; October 27,2011, 7:00 am.
|to 3:00 p.m. (shift) - "Deactived (questionable
spelling) Pacemaker” signed by Licensed
Practical Nurse (LPN) #1; October 27, 2011, at

| 2:00 p.m. - "(named) funeral home here to

l transport body to funeral home.”

\
|
\
|
|

\ dated January 16, 2012, no time noted, signed by
| the Assistant Administrator, revealed "..CNA
 (Certified Nursing Assistant) #1 entered nursing

| office had several complaints about LPN #1

| Questioning why a magnetwas placed on

| Resident #5's chest on the day (resident #5) ;
i‘ died...noted CNA #1 did not work on the dayof |
|

|
{

| Review of facility Incident Report for Resident #5, l

l
|
'.
|
1

How the corrective action will be monitored {0
ensure that deficient practice does not recur:

The weekly log of pacemaker checks will be
monitored by the DON on a weekly basis (every
Friday) and reported to the QI Nurse weekly for 6
months. Any variance in data will be immediately
investigated by the DON. This process was
initiated 3/13/12. If compliance is 100% at the end
of six months, 1ogs will be checked monthly and
reported to the QI Quarterly Times Four. The Ql
team consists of Medical Director, Administrator,
Pharmacist, Unit Coordinator, MDS Coordinator;
Rehab director, Activity director, Dietary Manager,
Housekeeping and Maintenance Supervisors and
_M_ggfcﬂ_ﬁ?_epords.___

—— e ——
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(resident #5's) death October 27, 2011...(CNA
#1) discussed all complaints with (named)
Administrator and (named) DON (Director of

Nursing)..."

(Tennessee Bureau of Investigation) at
facility...investigating the death of (resident #5).
Requested (resident #5's) entire medical record
| and access to any staff requested. Request
| honored...Administrator present...”

Interview by phone with CNA #2 on February 29,
2012, at 8:25 p.m., confirmed on October 27,
2011, around lunchtime, CNA #2 was cleaning
resident #5 along with CNA #3 and #4 and
observed “"a doughnut shaped red plastic
covered" device on the chest of resident #5.
Continued interview confirmed the resident was
alive and breathing at the time. Continued
interview revealed CNA #2 asked LPN #1 what
the device was and was told to "leave it alone”.
Continued interview confirmed the CNA had
never seen the device pefore. Continued

| told by CNA #1 that the

was not to be usedon a

January 16, 2012.
1 Interview by phone with CNA #3 on March 3,
12012, at 10:10 a.m., confirmed CNA #3 was
I helping clean resident #5 on October 27,2011

and observed what looked like "a roll of red and

\

Review of facility Incident Report for Resident #5,
dated February 13, 2012, at 1:00 p.m,, signed by
the Director of Nursing, revealed " (named) TBI |

interview revealed the CNA was talking about the
observation sometime around Christmas and was
device was a magnet and
dying pacemaker patient.
CNA #1 reported the incident to Administration on

x40 | SUMMARY STATEMENT OF DEFICIENCIES D l PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comgkgion
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
| DEFICIENCY)
F 223 | Continued From page 4 [\ £ 223l

I
|

: white tape on the left side of the chest” of resident1 ‘
l |

|
!
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#5. Continued interview confirmed the resident
was breathing at the time. Continued interview
confirmed when LPN #1 was asked about the
device the LPN told CNA #3 "It's a magnet.
Leave it alone". Continued interview confirmed
CNA #3 stated sometime around Christmas 2011
CNA #1 overheard CNA #3 talking about the
incident and told CNA #3 a magnet was not to be
used with a pacemaker.

Interview by phone with CNA #4 on March 3,
2012, at 10:40 a.m., confirmed CNA #4 was
helping clean resident #5 on October 27, 2011,
around 10:00 a.m., and observed what "looked
like a rolled up white tape on the left side of the
chest" of resident #5. Continued interview
revealed the resident was breathing. Continued
interview confirmed the device was in contact
with the skin of the resident and visible between
the collarbone and breast area.

Interview by phone with the Assistant
Administrator on March 2, 2012, at 3:30 p.m., and
review of an undated written statement, dated as
received by the facility on March 7, 2012 and
signed by the Assistant Administrator of January
16, 2012, regarding the Assistant Administrator
presence for the events of January 16, 2012 and
February 13, 2012, confirmed the Assistant
Administrator was not informed of the exact
nature of the incident reported on January 16,
2012; but was present while TBI interviewed LPN
#1 on February 13, 2012. Continued interview
revealed LPN #1 informed TBI about placing a
magnet on resident #5's chest to deactivate the
pacemaker when resident #5 was still living.

Review of the facility policy Abuse Policy, dated
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September 25, 2002, revealed "...Residents must
not be subjected to abuse by anyone...Abuse
means willful infliction of injury..."

Review of literature on magnets and pacemakers
by Medscape, dated May 9, 2011, revealed:
"_..Magnet Inhibition: In most devices, placing a
magnet over a permanent pacemaker temporarily
“reprograms" the pacer into asynchronous (to
cease to cause to operate at the same rate)
mode. It does not turn the pacemaker off. Each
pacemaker type has a unique asynchronous rate
for beginning-of-life (BOL), elective replacement
indicator (ERI), and end-of-life (EOL). Therefore,
if the device company parameters are known,
application of a magnet can determine if the
pacer's battery needs to be replaced. Further
interrogation or manipulating of the device should
be performed by an individual skilled in the
technique ...Although many different branded
pacemaker/ICD (internal cardiac defibrillator)
magnets are available, emergency physicians
should be aware that in general any
pacemaker/ICD magnet can be used to inhibit the
device..."

Interview in the Activity Therapy room with the .
Medical Director, who was the resident's
attending physician, on February 29,2012, at
11:30 a.m., revealed the Medical Director had no
knowledge of the allegation of LPN #1 placing a
magnet on the chest of resident #5 on October
27, 2011 until February 13, 2012 when the T8I
completed a phone interview with the Medical
Director. Continued interview confirmed no
Physician's order was written o utilize a magnet
on resident #5 for any reason other than
pacemaker monitoring as directed by the

F 223
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company performing the readings onthe
specified dates by the company. Continued
interview confirmed there was no reason for a
magnet to be in the room or on the chest of any
resident with a pacemaker.

Interview on March 5, 2012, at 3:30 p.m., in the
Administrator's office with the Administrator
confirmed LPN #1 placed a magnet on the chest
of resident #5 who had a pacemaker and was
alive at the time the magnet was placed on the
resident's chest on October 27, 2011. .

The Immediate Jeopardy was effective from
January 16, 2012 through March 2, 2012. A
written Acceptable Allegation of Compliance,
which removed the immediacy of the jeopardy,
was received on March 6, 2012 and corrective
actions were validated as having been completed
on March 2, 2012 through review of the facility
documents and staff interviews conducted on-site
on March 6, 2012. The verification of the
allegation of compliance was confirmed by:

1.) Reviewing the facility's revised policy for
Abuse Prevention/Reporting Investigation to
include more comprehensive information related
to identification, preventing occurrences,
reporting, investigating, protecting, and
procedures.

2.) Reviewing the facility's new policy and
inservice records for Pacemaker Checks
procedure.

3.) Reviewing the facility's new policy and
inservice records for the new ’
Pacemaker/Defibrillator procedure.
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Continued From page 8

4.) Conducted interviews with CNA's and LPN's
on all units, Housekeeping staff on all units, and
Activity staff to ensure all had received inservices
on Abuse Prevention/Reporting investigation and
were able to identify types of abuse and when
and how to report. Reviewing of the facility's
inservice records on abuse, dated March 1 -2,
2012, to ensure all staff were inserviced prior to
returning to work. Review of the facilty plan for
staff to be inserviced on abuse prior fo returning
to work if staff had not attended the abuse
inservices.

5.) Reviewed an additional six medical records for
residents with pacemakers.

6.) Reviewed an additional six medical records for
residents on Comfort Only Care.

7.) Reviewed an additional three medical records
of incidents of suspected abuse reported since
March 2, 2012 to ensure the facility was following
the procedures for reporting and investigating.

Non-Compliance continues at a "D" Ie\{el fgr
monitoring corrective actions. The facility is
required to submit a plan of correction.

C/O #29340

483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

F 223

F 226
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';his REQUIREMENT is not met as evidenced
v

Based on medical record review, review of
Iite(ature of pacemaker devices, facility policy
review, review of facility documents, and
interview, the facility failed to ensure timely and
gompletion of an allegation of abuse
investigation; failed to immediately suspend the
alleged perpetrator of abuse; and failed to notify
the State in a timely manner of an allegation of

| abuse for one resident (#5) of sixteen residents
\ reviewed.

The facility's failure caused or was likely to cause
serious harm, injury, impairment or death to

\ resident #5 as a"result of the facility failure to
ensure a timely and complete investigation of an
\a!legaﬁon of abuse; failed to immediately

su_spend the alleged perpetrator of abuse; and .
\ failed to notify the State in a timely manner of an
allegation of abuse for resident (#5).

The Administrator, Director of Nursing, and Unit ‘
Manager were informed of the immediate
Jeopardy in the office of the Administrator on
March 5, 2012, at 2:15 p-m-

‘5 The findings included:

January 17, 2011 with diagnoses 0 include

| Gardiac Dysrhythmia with Pacemaker implant,

% Atrial Fibrillation, Chronic Anticoagulant Therapy. \
[ Hypertension, Hyperlipidemia, Anernia, Chronic i
| Obstructive Puimonary Disease, Depression, and !
| Chronic Pain. 1|
|
1

1 1

\ | Resident #5 was admitted to the facility on 1
i. i

!

|
1
1
|
i

What corrective action will be accomplished for
the resident found to pe affected by the deficient
practice that facility failed to report, investigate
and reportina timely manner of alleged abuse o
report the alleged perpetrator or abuse and failed
to notify state?

Policy on resident abuse prevention!repcrﬁng
investigating was revised on 2/29/12 and 3/1/12 by
the Director of Nursing and Unit Managers. Any
associate not present on above dates were
provided one on one education prior to beginning
scheduled work. A master list is maintained by
the DON to insure all associates received this
training. This process is on-going due to
employee leaves efc. Associates are expected o
inform their superw‘sor/admlnistrator of any
concern they have at any time without fear of
reprisal. Education included the need to validate
Physician order for any patient intervention.

How the facility will identify other residents
having the potential to be affected by the same
deficient practice?

All residents have the potential to be affected by |
the deficient practice. Revised policy of reporting, 1
preventing and investigating abuse was

developed on 2/29/12 by the Administrator and
DON. All associates were in-serviced on 2/29/12 \
and 2/1/12 on all forms of abuse and encouraged
to report any unusual events that he or she may
feel uncertainty regarding without fear of reprisal.
The revised policy requires immediate

suspension on the alleged abuser and timely
notfﬁ;_aiign 1 to the state of validated incident. l
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Medical record review of the Minimum Data Set,
dated October 14, 2011, revealed the resident
was rarely able to understand others; was |
sometimes able to make self understood; had \
l

short and long term memory deficits; had
severely impaired decision making skills; required
two person assistance for bed mobility and
transfers; was non-ambulatory; required two
person assistance for all activities of daily living;
and was incontinent of bowel and biadder.

Medical record review of the results from the
cardiac pacemaker monitoring company, dated
May 26, 2011 and August 25, 201 1, revealed

» pacemaker: Medtronic, Inc. VERSA VEDRO1
(specific type of device implanted)...implant date:
February 5, 2010...Diagnosis: SSS (Sick Sinus
Syndrome - a maifunction of the heart's primary

| pacemaker causing an abnormal heart rhythm).."

Physician Orders, dated October 1 -31, 2011,

| revealed the resident was initially ordered to be @ \
|

t

\\ Medical record review of the recapitu':ation

‘\ "DNR" (Do Not Resuscitate) on January 17, 2011
| and the order was to be continued.

|
Medical record review of the Medication
Administration Record, dated October 1 - 31,
2011, revealed the resident was identified as
| DNR status.

Medical record review of the Physician's Order,
dated October 18,2011, no time noted, revealed

v _have POA (Power of Attorney) sign Advance i

l Directive (POST - Physician's Order for Scope of !

: Treatment) for CMO (Comfort Measures only)..." |

| |

1

I Medical record review of the Physician's Order,
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The DON reviews all incidents/alleged abuse
immediately when notified and is available on
weekends/holidays by phone. In times of her
absence the Unit Manager will be designated to be
available.

What measures will be put into place to ensure
that the deficient practice does not recur?

Abuse in-services will be done quarterly as
mandated education by the DON/or designee.
Random staff interviews (25) regarding abuse will
be done monthly by DON and Unit Managers to
assure staff understanding effective 3/2/12 and
on-going. Incident investigation tool on all alleged
incident abuse will be complete by the DON and
Unit Mangers to determine need of reporting to
State effective 3/12/12. This is to be done within
24 hours of incident occurrence (attached g)gn)
Weekend staff is to notify administratorfregarding
occurrence that may need to be state reported.
Chart audits are performed weekly to validate
physician orders as to treatment plan. Variances
are to be reported to the DON immediately for
resolution by Policy- Sample size is 10% of active
_charts.

—

I
|
|
|
n
|

i
1
|
|
i
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dated October 19, 2011, no time noted, revealed | 1
" Make pt (patient) CMO DNR...no labs, no How the corrective action will be monitored to
x-rays, no [\'s (intravenous fluids), no antibiotics, ensure that the deficient practice does not recur?
no TF (tube feeding)..."
Incident reports will be reviewed daily by the

Medical record review of the Clinical Record DON, Unit Coordinators and/or Administrator for
Nurse's Notes revealed the following sequential appropriate follow-up action and as needed.
notes: October 22, 2011, at 2:30 a.m. - "...resting | Weekend incidents are called to the DON and/or

Administrator as indicated in policy. The alleged
abuser is immediately suspended from the facility

comfortable..."; October 23,2011, at400am. -
) " resting...periods of apnea (not breathing for

brief periods)...comfortable..."; October 23, 2011, (effective date 2/29/12). The monitoring of abuse
3:00 p.m. to 11:00 p.m. (shift) - v ..resting or unusual incidents will be reported in QI
quietly...periods of apnea noted..."; October 24, Quarterly times Four, o identify trends, patterns |
2011, at 2:30 a.m. - " _resting...periods of apnea or educational needs. This report will also include

noted..."; October 27, 2011, at 1:40 pm. - -
»Resident ¢/ (with) no respirations or pulse.
Pronounced death”; October 27, 2011, 7:00 am.
to 3:00 p.m. (shift) - “"Deactived (questionable
spelling) Pacemaker " signed by Licensed
Practical Nurse (LPN) #1: October 27, 2011, at
2:00 p.m. - "(named) funeral home here {0
transport body to funeral home.”

validation of Physician orders for any patients
treatment. This will be reported quarterly times
four and the thereafter bi-annually in Ql. The Qi
committee consists of Medical Director,
Administrator, pharmacist, DON, Unit
Coordinator, MDS Coordinator, Rehab Manger,
Activity Director, Dietary Manager, Housekeeping,
l - Maintenance Supervisors and Medical Records.

|

=

Review of facility incident Report for Resident #5, !
| dated January 16, 2012, no time noted, signed by
| the Assistant Administrator, revealed "...CNA
(Certified Nursing Assistant) #1 entered nursing
office had several complaints about LPN #1.
Questioning why @ magnet was placed on '\
Resident #5's chest on the day (resident #5) i
died...noted CNA #1 did not work on the day of ‘\
|
i
|
|
|
|

l
l (resident #5's) death October 27, 201 1...(CNA ‘
#1) discussed all complaints with (ngmed)
| Administrator and (named) DON (Director of

i& Nursing)...”

e

| Review of facility Incident Report for Resident #5,
| dated February 13,2012, at 1:00 p-M.,

signed by

42 0f 29
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| facility...investigating the death of (resident #5).

| #5. Continued interview confirmed the resident

| CNA #1 overheard CNA #3 talking about the

the Director of Nursing, revealed " (named) TBI
(Tennessee Bureau of Investigation) at

Requested (resident #5's) entire medical record
and access to any staff requested. Request
honored...Administrator present...”

Interview by phone with CNA #2 on February 29,
2012, at 8:25 p.m., confirmed on October 27,
2011, around lunchtime, CNA #2 was cleaning
resident #5 along with CNA #3 and #4 and
observed "a doughnut shaped red plastic
covered" device on the chest of resident #5.
Continued interview confirmed the resident was
alive and breathing at the time. Continued
interview revealed CNA #2 asked LPN #1 what
the device was and was told to "leave it alone”.
Continued interview confirmed the CNA had
never seen the device before. Continued
interview revealed the CNA was talking about the
observation sometime around Christmas and was
told by CNA #1 that the device was a magnet and
was not to be used on a dying pacemaker patient.
CNA #1 reported the incident to Administration on
January 18, 2012.

Interview by phone with CNA #3 on March 3,
2012, at 10:10 a.m., confirmed CNA #3 was
helping clean resident #5 on October 27,2011
and observed what looked like "a roll of red and
white tape on the left side of the chest" of resident

was breathing at the time. Continued interview
confirmed when LPN #1 was asked about the
device the LPN told CNA #3 "It's a magnet.
Leave it alone". Continued interview confirmed
CNA #3 stated sometime around Christmas 2011
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incident and told CNA #3 a magnet was not to be
used with a pacemaker.

Interview by phone with CNA #4 on March 3,
2012, at 10:40 a.m., confirmed CNA #4 was
helping clean resident #5 on October 27, 2011,
around 10:00 a.m., and observed what "looked
like a rolled up white tape on the left side of the
chest" of resident #5. Continued interview
revealed the resident was breathing. Continued
interview confirmed the device was in contact
with the skin of the resident and visible between
the collarbone and breast area.

Interview by phone with the Assistant
Administrator on March 2, 2012, at 3:30 p.m., and
review of an undated written statement, dated as
received by the facility on March 7, 2012 and
signed by the Assistant Administrator of January
16, 2012, regarding the Assistant Administrator
presence for the events of January 16, 2012 and
February 13, 2012, confirmed the Assistant
Administrator was not informed of the exact

nature of the incident reported on January 13,
2012: but was present while TBI interviewed LPN
#1 on February 13, 2012. Continued interview
revealed LPN #1 informed to TBI about placing a
magnet on resident #5's chest to deactivate the
pacemaker when resident #5 was still living.

Review of the facility policy Abuse Policy, dated
September 25, 2002, revealed " ..Residents
must not be subjected to abuse by
anyone...Abuse means willful infliction of
injury...Policy is to develop and implement
procedures to prevent

abuse...components...training‘..invesﬁgation,
protection, reporting...protect the resident and the i

L
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complainant...immediately respond...report by
phone to the State of Tennessee within
twenty-four hours, followed by a written report
within forty-eight hours..."

Review of the facility policy Incident/Accident
Documentation and investigating, dated June 29,
2005, revealed "...all resident
incidents...immediately investigated...document
on an incident report...Incident team:...meet daily
to review all incidents/accidents...”

Review of the facility policy Reporting
Accident/Incidents, no date, Document all
findings on an incident report...report to oncoming
shifts (and) the resident's responsible party..."

Interview in the Activity Therapy room with the
Administrator on February 28, 2012, at 3:45 a.m,,
confirmed the policy did not contain the
necessary information to ensure all the needed
elements the facility staff were to follow.
Continued interview confirmed the policy lacked
directions to immediately suspend the accused

| until an investigation had been completed.

Review of literature on magnets and pacemakers
by Medscape, dated May 9, 2011, revealed:
" Magnet Inhibition: In most devices, placing a
magnet aver a permanent pacemaker temporarily
"reprograms"” the pacer into asynchronous (to
cease to cause to operate at the same rate)
mode. it does not turn the pacemaker off. Each
| pacemaker type has a unique asynchronous rate
l for beginning-of-life (BOL), elective replacement
indicator (ERI), and end-of-life (EOL). Therefore,
% if the device company parameters are known,

] application of a magnet can determine if the
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| pacer's battery needs to be replaced. F urther

| interrogation or manipulating of the device should
be performed by an individual skilled in the
technique ...Although many different branded
pacemaker/ICD (internal cardiac defibrillator)
magnets are available, emergency physicians
should be aware that in general any
pacemaker/ICD magnet can be used to inhibit the
device..."

Interview in the Activity Therapy room with the
Medical Director, who was the resident's
attending physician, on February 29,2012, at
11:30 a.m., revealed the Medical Director had no
knowledge of the allegation of LPN #1 placing a
magnet on the chest of resident #5 on October
27,2011 until February 13, 2012 when the TBI
completed a phone interview with the Medical
Director. Continued interview confirmed no
Physician's order was written to utilize a magnet
on resident #5 for any reason other than
pacemaker monitoring as directed by the
company performing the readings on the
specified dates by the company. Continued
interview confirmed there was no reason fora
magnet to be in the room or on the chest of any
resident with a pacemaker.

Review of the facility Time and Attendance
Record for LPN #1 for January 2012 through
March 2012, revealed LPN #1 worked January 16

\ for a total of 26 days. Interview with the DON in
the Activity Therapy room on March 5, 2012, at
| 10:10 a.m., confirmed LPN #1 was not
immediately suspended on January 16, 2012
while the facility conducted an investigation into
!l the allegation of abuse by LPN #1. Continued

through February 28, 2012, without suspension, l
l
|
|

|
F 226[\
|
l
l
|
|

|

|
|
|
|
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interview confirmed LPN #1 was not suspended
until February 16, 2012. Review of the facility
Time and Attendance Records for February 2012
revealed the LPN worked on February 24, 27,
and 28, 2012 (for a total of 3 days). Continued
interview confirmed LPN #1 was allowed to return
to the facility on February 24 to workiin the facility
on non-resident care duties; LPN #1 was not
terminated until February 28, 2012; and the
facility had not completed it's investigation until
March 1, 2012. :

Interview on March 5, 2012, at 3:30 p.m., in the
Administrator's office with the Administrator
confirmed the facility failed to immediately
suspend the accused perpetrator; failed to
complete a timely investigation of abuse that had
been reported on January 16, 2012 failed to
ensure a policy for pacemakers; and failed to
report the allegation of abuse made on January
16, 2012 to the State.

| The Immediate Jeopardy was effective from

| January 16, 2012 through March 2, 2012. A
written Acceptable Allegation of Compliance,
which removed the immediacy of the jeopardy,
was received on March 6, 2012 and corrective
actions were validated as having been completed
on March 2, 2012 through review of the facility
documents and staff interviews conducted on-site
on March 8, 2012. The verification of the
allegation of compliance was confirmed by:

1) Reviewing the facility's revised policy for
[ Abuse Prevention/Reporting Investigation to
| include more comprehensive information related
| to identification, preventing 0cCUITences,
| reporting, investigating, protecting, and
|

F226|
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\ procedures.

2.) Reviewing the facility's new policy and
inservice records for Pacemaker Checks
procedure.

3.) Reviewing the facility's new policy and
inservice records for the new
| Pacemaker/Defibrillator procedure.

4.) Conducted interviews with CNA's and LPN's
on all units, Housekeeping staff on all units, and
Activity staff to ensure all had received inservices
on Abuse Prevention/Reporting investigation and
were able to identify types of abuse and when
and how to report. Reviewing of the facility's
inservice records on abuse, dated March 1 -2,
2012, to ensure all staff were inserviced prior to
returning to work. Review of the facity plan for
staff to be inserviced on abuse prior to returning
to work if staff had not attended the abuse

\ inservices.

5.) Reviewed an additional six medical records for\

residents with pacemakers.

6.) Reviewed an additional six medical records forl
l residents on Comfort Only Care.

7.) Reviewed an additional three medical records
of incidents of suspected abuse reported since
March 2, 2012 to ensuré the facility was following
the procedures for reporting and investigating.

1; monitoring corrective actions. The facility is
\ required to submit a plan of correction.

|
|
l
|

Non-Compliance continues ata "D" level for \
:

N
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

ghis REQUIREMENT is not met as evidenced
Y-

Based on medical record review, facility policy
review, review of literature on pacemaker
devices, review of facility documents, and
interview, the facility failed to ensure a staff
member followed physician orders for services
rendered. A Licensed Practical Nurse (LPN)
placed a magnet on the chest of one resident
(#5), who had an implanted cardiac pacemaker.

The facility's failure to ensure staff adhered to
physician orders caused or was likely to cause
serious harm, injury, impairment, or death to one
resident (#5) of sixteen residents reviewed.

The Administrator, Director of Nursing, and Unit
Manager were informed of the Immediate
Jeopardy in the office of the Administrator on
March 5, 2012, at 2:15 p.m.

The findings included:

Resident #5 was admitted to the facility on
January 17, 2011 with diagnoses to include

What corrective action will be accomplished for
those resident’s found to be affected by the
deficient practice that facility failed to ensure staff
adhered to physician orders, caused or was likely
to cause serious harm injury, impairment or death
to resident # (5)?

No immediate correction could not be done as
patient expired on 10/27/11with Terminal
diagnosis.

How will the facility identify other residents
having the potential to be affected by the same
deficient practice; and what corrective action will
be taken?

All resident’s have potential to be affected. The
facility has a process by which all physician
orders are verified by the practicing nurse prior to
any patient treatmentfintervention. A 24-hour
chart check is done daily, by the 11-7 nurses on
all orders written in the previous 24-hour period.
Inservice regarding verification of a physician
order for any patient procedure/treatment was
provide to all licensed staff in concert with abuse
training by the DON, Unit Managers on 2/29/12
thru 3/2/12. Nurse auditor/Ql Nurse will audit 10%
of active charts weekly for compliance of
physician orders with : t_r_eg@_gy_ggf_agy_‘____d___

————

|
|

|
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| Gardiac Dysrhythmia with Pacemaker Implant,
Atrial Fibriliation, Chronic Anticoagulant Therapy,
Hypertension, Hyperlipidemia, Anemia, Chronic
Obstructive Pulmonary Disease, Depression, and
\ Chronic Pain.

|

"\ Medical record review of the Minimum Data Set,

| dated October 14, 2011, revealed the resident
was rarely able o understand others; was
sometimes able {0 make self understood; had

short and long term memory deficits; had

\ severely impaired decision making skills; required

fwo person assistance for bed mobility and

transfers; was non-ambulatory; required two

person assistance for all activities of daily living;

and was incontinent of bowel and bladder.

Nedical record review of the results from the
cardiac pacemaker monitoring company, dated

i May 26, 2011 and August 25, 2011, revealed

l» pPacemaker Medtronic, Inc. VERSA VEDRO1

\ (specific type of device implanted)...implant date:
February 5, 20‘10...Diagndsis: §SS (Sick Sinus

1 Syndrome - @ malfunction of the heart's primary !

pacemaker causing an abnormal heart rhythm).."

Physician Orders, dated October 1-31. 2011,
1 revealed the resident was initially ordered tobea
| "DNR" (Do Not Resuscitate) on January 17, 2011 \
! and the order was to be continued.

\Medica! record review of the recapitulation

1 Medical record review of the Medication -

| Administration Record, dated October 1 - 31,
12011, revealed the resident was identified as
\ | DNR status.

e e i

1 . !.
'5 pMedical record review of the Physu:lan's Order, |
il !
FORM cus.zﬁ?(oz-es) Previous Versions Obsolete
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WWhat measures will be put into place or what
systemic changes that will be put into place to
ensure the deficient praptice does not recur?

|
l

A master list of all residents who have a \ _
pacemaker will be maintained and updated by @ Qi
Nurse. This list will be utilized © ensure
pacemaker checks are scheduled and monitored
as o presence of order, frequency of check, care
plan update, and presence of any advance
directive. The pacemaker check log will be
reviewed every Friday by the DON for complete
documentation. All Physician orders for residents
are reviewed and documented by the primary
nurse on a daily basis. This procedure is
by chart audit weekly sample (40% of current
charts) by the @ Nurse. HDS coord. will address
ali advance directives and comfort care orders in
all resident care plans- - oo T

e e e e

THow the corrective acuon will be monitored to
' ensure the deficient practice will not recur. What
quality program will be put into place?

pacemaker checks/physician orders are
monitored by the pDONona weekly basis (every
Friday) and reported to the Qi Nurse weekly for 6
months. Any variance in practice will be
immediately investigated by the DON. Ali other
physician orders will be reported through the QI
Nurse's auditon a weelkdy basis for six months.
The QI commit{ee will review all findings 0
determine continued frequency of report. The Ql
team consist of Medical Director, Administrator,
Pharmacist, Rehab Director: MDS Coordinators,

Activity Director, Dietary Director, Medical
Records, Social Workers Housekeeping and
Maintenance SupenVisor |
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dated October 18, 2011, no time noted, revealed
*..have POA (Power of Attorney) sign Advance

Directive (POST - Physician's Order for Scope of
Treatment) for CMO (Comfort Measures Only)..."

Medical record review of the Physician's Order,
dated October 19, 2011, no time noted, revealed
"...Make pt (patient) CMO DNR...no labs, no
x-rays, no IV's (intravenous fluids), no antibiotics,
no TF (tube feeding)..."

Medical record review of the Plan of Care,
updated October 14, 2011, revealed no
documentation of identification of or interventions
to be implemented for the care of the resident
related to the resident's Cardiac Pacemaker, Do

Not Resuscitate order, or the Comfort Care only
order.

Medical record review of the Clinical Record
Nurse's Notes revealed the following sequential
notes: October 22, 2011, at 2:30 a.m. - "...resting
comfortable..."; October 23, 2011, at4:00 a.m. -
" _resting...periods of apnea (not breathing for
brief periods)...comfortable..."; October 23, 2011,
3:00 p.m. to 11:00 p.m. (shift) - " ..resting
quietly...periods of apnea noted..."; October 24,
2011, at 2:30 a.m. - "...resting...periods of apnea
noted...": October 27, 2011, at 1:40 p.m. -
"Resident ¢/ (with) no respirations or pulse.
Pronounced death”; October 27, 2011, 7:00 a.m.
to 3:00 p.m. (shift) - "Deactived (questionable
spelling) Pacemaker " signed by Licensed
Practical Nurse (LPN) #1; October 27, 2011, at
2:00 p.m. - "(named) funeral home here to
transport body to funeral home."

Review of facility Incident Report for Resident #5, 1
|

F 309
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the Assistant Administrator, revealed "...CNA
(Certified Nursing Assistant) #1 entered nursing
office had several complaints about LPN #1.
Questioning why a magnet was placed on
Resident #5's chest on the day (resident #5)
died...noted CNA #1 did not work on the day of
(resident #5's) death October 27, 2011...(CNA
#1) discussed all complaints with (named)
Administrator and (named) DON (Director of
Nursing)...”

the Director of Nursing, revealed " (named) TBI
(Tennessee Bureau of Investigation) at
facility...investigating the death of (resident #5).
Requested (resident #5's) entire medical record
and access to any staff requested. Request
honored...Administrator present...”

——

Interview by phone with CNA #2 on February 29,

2012, at 8:25 p.m., confirmed on October 27,

2011, around lunchtime, CNA #2 was cleaning

resident #5 along with CNA #3 and #4 and

observed "a doughnut shaped red plastic

covered" device on the chest of resident #5.

| Continued interview confirmed the resident was
alive and breathing at the time. Continued

i interview revealed CNA #2 asked LPN #1 what

| the device was and was told to ‘leave it alone".
Continued interview confirmed the CNA had
never seen the device before. Continued

I

\ dated January 16, 2012, no time noted, signed by

Review of facility Incident Report for Resident #5,
dated February 13, 2012, at 1:00 p.m., signed by

interview revealed the CNA was taking about the
observation sometime around Christmas and was
told by CNA #1 that the device was a magnet and
\was not to be used on a dying pacemaker patient.
CNA #1 reported the incident to Administration on

|
|
F 308 \

.

| |
l
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January 16, 2012.

Interview by phone with CNA #3 on March 3,
2012, at 10;10 a.m., confirmed CNA #3 was
helping clean resident #5 on October 27, 2011
and observed what looked like "a roll of red and
white tape on the left side of the chest" of resident
#5 Continued interview confirmed the resident
was breathing at the time. Continued interview
confirmed when LPN #1 was asked about the
device the LPN told CNA #3 "It's a magnet.
Leave it alone". Continued interview confirmed
CNA #3 stated sometime around Christmas 2011
CNA #1 overheard CNA #3 talking about the
incident and told CNA #3 a magnet was not to be
used with a pacemaker.

Interview by phone with CNA #4 on March 3,
2012, at 10:40 a.m., confirmed CNA #4 was
helping clean resident #5 on October 27, 2011,
around 10:00 a.m., and observed what "looked
like a rolled up white tape on the left side of the
chest" of resident #5. Continued interview
revealed the resident was breathing. Continued
interview confirmed the device was in contact
with the skin of the resident and visible between
the collarbone and breast area.

Interview by phone with the Assistant
Administrator on March 2, 2012, at 3:30 p.m., and
review of an undated written statement, dated as
received by the facility on March 7,2012 and
signed by the Assistant Administrator of January
16, 2012, regarding the Assistant Administrator
presence for the events of January 16, 2012 and
February 13, 2012, confirmed the Assistant
Administrator was not informed of the exact
nature of the incident reported on January 16,
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pacemaker when resident #5 was still living.

Interview in the Activity Therapy room with the
Medical Director, who was the resident's
attending physician, on February 29, 2012,at

completed a phone interview with the Medical
Director. Continued interview confirmed no

on resident #5 for any reason other than
pacemaker monitoring as directed by the

\ company performing the readings on the
specified dates py the company. Continued
interview confirmed there was no reason for a

\ resident with a pacemaker.

\ Administrator's office with the Administrator
| of resident #5 who had a pacemaker and was

resident's chest on October 27, 2011; and the
facility had not developed and implemented
policies for Cardiac pacemakers of Comfort
Measures Only prior to March 2, 2012.

The Immediate Jeopardy was effective from
January 16, 2012 through March 2, 2012. A
written Acceptable Allegation of Compliance,

2012; but was present while TB! interviewed LPN
#1 on February 13, 2012. Continued interview
revealed LPN #1 informed TBI about placing a
magnet on resident #9's chest to deactivate the

11:30 a.m,, revealed the Medical Director had no
knowledge of the allegation of LPN #1 placing @
magnet on the chest of resident #5 on Qctober
27, 2011 until February 13, 2012 when the TBI

Physician's order was written to utilize @ magnet

magnet to be in the room or on the chest of any

| Interview on March 5, 2012, at 3:30p.m., in the
| confirmed LPN #1 placed a magneton the chest

glive at the time the magnet was placed on the

'xlwhich removed the immediacy of the jeopardy,

PROVIDER'S PLAN OF CORRECTION
EACH CORRECTIVE ACTION SHOULD BE
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DEFICIENCY)
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on March 2, 2012 through review of the facility
documents and staff interviews conducted on-site
on March 8, 2012. The verification of the
allegation of compliance was confirmed by:

1.) Reviewing the facility's revised policy for
Abuse Prevention/Reporting Investigation to
include more comprehensive information related
to identification, preventing occurrences,
reporting, investigating, protecting, and
procedures.

2.) Reviewing the facility's new policy and
inservice records for Pacemaker Checks
procedure,

3.) Reviewing the facility's new policy and
inservice records for the new
pacemaker/Defibrillator procedure.

4.) Conducted interviews with CNA's and LPN's
on all units, Housekeeping staff on all units, and
Activity staff to ensure all had received inservices

on Abuse Prevention/Reporting investigation and
were able to identify types of abuse and when
and how to report. Reviewing of the facility's
inservice records on abuse, dated March 1 -2, l
2012, to ensure all staff were inserviced priorto |
returning to work. Review of the facilty plan for
staff to be inserviced on abuse prior to returning
to work if staff had not attended the abuse
inservices.

5.) Reviewed an additional six medical records for
residents with pacemakers.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D CROVIDER'S PLAN OF CORRECTION ot rion
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was received on March 6, 2012 and corrective
actions were validated as having been completed
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6.) Reviewed an additional six medical records for
residents on Comfort Only Care.

7.) Reviewed an additional three medical records
of incidents of suspected abuse reported since
March 2, 2012 to ensure the facility was following
the procedures for reporting and investigating.

Non-Compliance continues at a "D" level for
monitering corrective actions. The facility is
required to submit a plan of correction.

: C/O #29340 : :
F 490 | 483.75 EFFECTIVE F 490 311812
8S=J | ADMINISTRATION/RESIDENT WELL-BEING
A facility must be administered in a manner that F490 SS=J
enables it to use its resources effectively and
efficiently to attain or maintain the highest What corrective action will be accomplished for
practicable physical, mental, and psychosocial the resident found to have been affected by the
well-being of each resident. deficient practice, that facility failed to administer

in a timely manner to protect resident from abuse
and ensure abuse does not recur? Facility’s

This REQUIREMENT is not met as evidenced failure was likely to have caused harm, injury,
by: ' : o impairment or Death.

Based on medical record review, facility policy

re\“ew, review Of literature of paCEmaker dewces, Unable to do immediate corrective action as
review of facility documents, and interview, the resident had expired on 10/27/11.

facility failed to be administered in a manner to s
protect residents from abuse, ensure abuse does
not reoccur, and to ensure services rendered o
were according to physician orders for one No vgq &1(- 2%
resident (#5) of sixteen residents reviewed for i

abuse.

), 7dSAm -

The facility's failure caused or was likely to cause called Norma kindSay - oLy
serious harm, injury, impairment or death to (ay mmediatelty — Mae .
resident #5. e o/

2 1~ [ m
r)]<:\“3'- -
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The Administrator, Director of Nursing, and Unit How the facility will identify other residents
Manager were informed of the Immediate | having the potential to be affected by the deficient
Jeopardy in the office of the Administrator on practice.

March 5, 2012, at 2:15 p.m.,
; All residents with pacemakers have the potential

The findings included: _to be affected by abuso. All staff were Inserviced
_ . on revised abuse palicy of reporting, preventing
 Interview I_n the Activity Therapy room with the ‘and investigating. Abuse policy was revised on
Mediclal Dlrectc_ir: who was the resident's 2/29M2 by Administrator and DON and approved
attending physician, on February 29, 2012, at by Medical Directar. New policy was developed on
11:30 a.m., revealed the Medical Director h_ad no pacemaker chacking by DON and Medical Director
knowledge of the allegation of LPN #1 placing a on 3/13/12. Documentation of education policy
magnet on the chest of resident #5 on October ' was done by the Don/Unit Managers on 313/12.
27, 2011 until February 13, 2012 when the TBI Competency will be verified as pacemaker checks
cqmplated a phane interview with the Medical are scheduled. Abuse Inservice was done on
Director. 2/29/12 thru 3/2/12 (see attached revised policy on

 pacemaker chocks completed on 3/13/12).
| Education included need to validate Physician
“order for any patient Intervention.

Interview with the Director of Nursing (DON) in
| the Activity Therapy room on March 5, 2012, at
10:10 a.m.. confirmed the alleged perpetrator
Licensed Practical Nurse (LPN #1) was not
immediately suspended on January 13, 2012

| while the faciltiy conducted an investigation into

the allegation of abuse of LPN #1 placing 3 Facllity now has in place policy on checking and
!’"39“"-* on the _chest of resident #5 Whu, had an Idocumenﬁng chacks of pacemakers. Facility has
implanted cardiac pacemaker while resident #5 p i G d investigati
was alive. Continued interview confirmed LPN #1 | policy on reporting, preventing 2 gaiing
was not suspended until January 16, 2012. | any allegation of abuse. The DON and Unit
Review of the facility Time and Attendance Coordinators, after completing Incident
Records for February 2012 revealed LPN #1 investigation will determine nsafi’ for repnlmng to
worked on February 24, 27, and 28, 2012 (for a i1':‘::::&:. The Supervisor or DON will Immadm-taiy
total of 3 days). Continued interview confirmed .suspend tho employee/person that abuse is

LPN #1 was allowed to return to the facility on alleged against, pending investigation.
February 24 to work in the facility for non-resident ‘

care duties and was not terminated until February i

28, 2012. Continued interview revealed the |
facility had not completed a full investigation until

‘What meagures will be put into place to ensure
‘the deficiant practice does no recur?
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March 1, 2012.
How the corrective action will be monitored to

interview on March 5, 2012, at 3:30 p.m., in the ensure that the deficient practice will nof recur?
Administrator's office with the Administrator
confirmed the facility failed to immediately Nurse will be checked for competency on
suspend the accused perpetrator; failed to checking pacemakers quarterly by DON or her
' complete a timely investigation of abuse that had designated Unit Coordinators. Staff will be
been reported on January 16, 2012; failed to Inserviced quarterly and FRN on reporting,
ensure a policy for pacemakers; and failed to prevention and investigation of abuse. DON or
repart the allegation of abuse made on January Unit Coordinators will roport in QI Quarterly times
16, 2012 to the State. four, number type of abuse allegations and what
‘was done to resolve each case, {0 identify trends,
Refer to F-223 '  patters and educational needs.
Refer to F-226 Pacemaker/Physician orders are monitored by the
Refer to F-309 ' DON on a weekly basis (every Friday) and
. reportad to the rse weekly for 6 months. An
| The Immediate Jeopardy was effective from - . vaﬁ;a‘:ces?,: pm?tg: wmﬁ ;m}:":d,am;f,n y
Jw?ir:tueiWAg:eztO;bzl;t:{Ia:g;tirc‘;nr?g;h C%nﬁogzl A " Investigated by the DON. All other physician
which remav?a i imrﬁe bl P'ancea orders will be reported through the QI Nurse'’s
¥ Of Ihe Jeopardy, Audit on a weekly basis for six months. The QI

was received on March 6, 2012 and corrective
actions were validated as having been completed
on March 2, 2012 through review of the facility
documents and staff interviews conducted on-site
on March 6, 2012. The verification of the
allegation of compliance was confirmed by.

1.) Reviewing the facility’s revised policy for
Abuse Prevention/Reporting Investigation to
include more comprehensive information related
| to identification, preventing accurrences,

' reporting, investigating, protecting, and
procedures.

2.) Reviewing the facility's new policy and
inservice records for Pacemaker Checks
:I procedure.

' This plan of correction is submitted as required

. Committee will reviaw all findings to determine

" continued frequency of report. QI Team consists
of Medical Directar, Administrator, Pharmacist,

. DON, Unit Coordinator, MDS Coordinatar, Rehab
Manger, Activity Director, Dietary Manager,

| Housekeeping , Maintenance Supervisors and
Medical Records.

| under State and Federal Law and does not

" constitute an admission on the part of the Facllity

' that the findings cited are accurate, or that the

. findings constitute a deficiency, or that the scope

. and sevarity regarding any of the deficiencies
were cited correctly applied. '
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3.) Reviewing the facility's new policy and y ‘A orAm, §S ey
inservice records for the new ((; [0l K{ on W, /ﬁk- adk / e
Pacemaker/Defibrillator procedure. P 8 _ o
i of Qdm. Norme A Neisey
| 4.) Conducted interviews with CNA's and LPN's .- _ _ P
on all units, Housekeeping staff on al units, and 3 /f_g 7 / /2 2 CHEAMN g ke R /
Activity staff to ensure all had received inservices h syt I ™
on Abuse Prevention/Reporting investigation and ) [ y },'_) . fon
| were able to identify types of abuse and when The Cletm, NS Heee Tere :
and how to report. Reviewing of the facility's LN Sae el
inservice records on abuse, dated March 1 -2, Weriees Yo nertodll _
2012, to ensure all staff were inserviced prior to | Corree / wp C frong OF ’~‘w
returning to work. Review of the facilty plan for e ] V) el |
staff to be inserviced on abuse prior to returning (e H{ ¢ feel The 111 €k 1L{‘k—/
to work if staff had not attended the abuse _ . « 4 lceed
inservices. :{). [Lc fC‘f”L, L, H CLdd,/ ST |cL e
T e e e vt L o S Fendardla
5.) Reviewed an additionai six medical records for consult v jtn & '}j 5 _ < e
residents with pacemakers. ot Care amnel W, Il ouer soa
!
| 6.) Reviewed an additional six medical records for _ ? e GO rrec foende ards
residents on Comfort Qnly Care. [ RS : ) ; ]
) S (o feeol ¢ The /Nedl (X
7.) Reviewed an additional three medical records COMmp fe- ree o r
of incidents of suspected abuse reported since O er Fore O (Nl o)
March 2, 2012 to ensure the facility was following R _ | _ _
the procedures for reporting and investigating. Quol. f j (Lavuramece COMA. i
Non-Compliance continues ata "D" level for CNueluee lon - camel
| monitoring corrective actions. The facility is y o Corf 1L £, e
required to submit a plan of correction. men,fter, myg / ) B T
/ s
| -
| C/O #29340
|
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